By the late 1920s there were marked regional differences in the use of spinal anaesthesia. An American survey of 640 leading surgeons in 1927 revealed that 67% no longer used, or had never used, spinal anaesthesia. By 1932 only 10% of cases in New York were performed under spinal anaesthetic. In contrast at the Charity Hospital in New Orleans, spinal anaesthesia was gaining popularity to the point where 45% of operations were performed with that technique in 1932, many of these major operations. In Europe there were similar disparities with Germanic and Scandinavian countries seldom using the technique, but countries such as Roumania adopting it with enthusiasm.
Much of the reluctance to use spinal anaesthesia came from overenthusiastic use of the technique in the past and complications in inexperienced hands. In England, Langton Hewer remarked
In the last few years a great deal has been written (some of it quite unsound) on the subject of spinal analgesia, and it is unfortunate that the exaggerated claims made for certain techniques and preparations should have tended to discredit a valuable method. There had been great advances in surgery over the preceding years. Consequently the demands on anaesthesia were greater, with complicated laparotomies being performed on sicker patients. Anaesthetists and surgeons using spinal anaesthesia were searching for ways of prolonging anaesthesia, using larger doses of local anaesthetic and additives such as adrenaline. The isolation of ephedrine in 1927 led to its regular use as a vasopressor for high spinal anaesthetics and extended the application of regional techniques.
Fortunately those who were using spinal anaesthesia extensively were subjecting it to rigorous analysis. Myra Babcock, from Detroit, conducted a survey on deaths under spinal anaesthesia in 1932 which was very comprehensive. The survey revealed 93 deaths with 250,895 spinal anaesthetics. In conclusion the report noted that "spinal anaesthesia has definite limitations." It identified several risk factors, namely obesity, hypertension, hypotension and faulty technique. "Five were given what is generally considered too large a dose."
Into this environment came two new anaesthetic agents, amethocaine (tetracaine, pantocaine) and nupercaine (cinchocaine, dibucaine). At the turn of the century, quinine was found to have local anaesthetic properties but with associated tissue necrosis. Karl Meischer experimented with substitutions on the quinine molecule and produced Nupercaine in 1911. It was introduced into clinical practice in 1928 by Uhlmann and was rapidly embraced as a local anaesthetic. Amethocaine was synthesized in Germany by Eisleb in 1928 and used clinically the following year. Both drugs are ten to fifteen times as potent as Procaine and considerably more toxic.
Nupercaine is a white crystalline substance which was supplied originally in tablet or powder form, and later as a solution and an ointment. It was soluble in water, stable enough to be autoclaved and could be added to glucose, half normal saline and adrenaline.
Initially it was widely used as a topical agent and for infiltration. There were many reports of toxicity in its early use but once it was realized that its potency allowed for more dilute solutions, its use became safer. Its greatest advantage was that its duration of action far surpassed anything then available. Analgesia lasted for up to 12 hours and did not require the addition of adrenaline. Nupercaine eventually consolidated its place as a spinal anaesthetic where the low doses required safeguarded against toxicity and the duration of action extended well into the postoperative period.
Amethocaine was slightly faster acting than nupercaine and found similar applications. As a topical agent it was particularly effective and was used in place of cocaine in ophthalmologic and ENT surgery. It is widely used today in local anaesthetic eye-drops.
One enthusiastic supporter of Nupercaine, or Percaine, was Langton Hewer at St Bartholomew's Hospital in London.
The frequency with which new anaesthetic drugs and novel techniques of administration appear in the medical press is becoming bewildering, but it is comparatively rare that much real advance is made over existing and well-tried methods. An exception, however, appears to have occurred in the introduction of percaine, for this substance has certain properties which are so far unique among local anaesthetics. He goes on to describe his anaesthetic technique which involved, among other things, an unusual approach to premedication, About half an hour before the operation the patient's eyes are lightly bandaged, his ears plugged with wool and he is given a hypodermic injection containing not more than morphia gr. 1/6 and hyoscin gm 1/150. In his description of 60 cases he outlines his observations of the patients and methods used to increase their comfort. He suggests that after preparation the highest towel clip should be allowed to penetrate the skin If no protest follows the operation should be started. It is a great mistake to ask the patient if he feels anything as he will certainly say so if he does and the question will tend to destroy his confidence. If the patient began to feel stifled by the heat in the theatre he suggested sponging with cold water and fanning the patient. A patient who felt faint would be given a swab soaked in dilute brandy to suck.
The cases he reviewed show the complexity of the surgery that was being performed. All had high laparotomies, mainly gastrectomies, gastroenterostomies or cholecystectomies with operation times up to three hours. None of the patients reported pain, although there was discomfort with stomach traction. There was no immediate mortality but four patients died in the first week postoperatively. Langton Hewer concluded that, while 60 cases were clearly inadequate for generalizations, "high spinal with percaine is one of the best methods at present known for high abdominal surgery."
There is also mention of the problem of awareness under regional anaesthesia, something they were attempting to avoid with premedication One patient, on being asked how she had fared, replied I didn't feel anything at all, but I got rather alarmed when Mr ___ (the surgeon) told Mr ___ (the house surgeon) that he was the clumsiest assistant he had ever seen!
